Consequently, we examined whether social support, along with a standard range of other personal, demographic, and trauma variables, 5, 6 predicted outcome in an RCT of chronic PTSD. 7
Material and Methods
Participants were patients (aged 16 to 65 years) with chronic PTSD according to the Structured Clinical Interview for DSM-III-R 8 who, following provision of written informed consent, completed treatment in an RCT. The research was approved by the Local Research Ethics Committee of the Bethlem and Maudsley Hospital, London. Trial design, description of the interventions, inclusion and exclusion criteria, referral sources, and main outcome results are described elsewhere. 7 Among 109 patients meeting inclusion criteria who were offered treatment, 22 refused and 87 were randomly assigned to undergo 10 sessions of either an active treatment-exposure therapy, cognitive restructuring, or exposure therapy and cognitive restructuring combined-or a relaxation control. Among the 87 trial entrants, 10 dropped out before becoming evaluable at week 6, and 77 completed treatment (20, 18, 19 , and 20 in the exposure therapy, cognitive restructuring, exposure therapy and cognitive restructuring combined, and relaxation groups, respectively). Analyses focused on treatment completers.
The main outcome measure was frequency and intensity of DSM-III-R symptoms of PTSD during the past week (each assessor-rated from 1 to 4, and summed) as assessed by the CAPS. 9 Exposure therapy, cognitive restructuring, and exposure therapy and cognitive restructuring combined all similarly improved CAPS scores, and more so than the moderate effects with relaxation. 7 Predictor variables assessed at trial entry are shown in Table 1 . Perceived social support in dealing with effects of trauma was assessed on a modified SOS 10 concerning reported support from 2 people nominated by the patient. The scale comprises 12 items asking about social support in dealing with the effects of the trauma (for example, "To what extent were you able to trust, talk to frankly, and share feelings with X"), each rated 1 (not at all) to 7 (completely) for each nominee. The total score is the mean across both nominees (range, 12 to 84). Test-retest reliability for different support functions over 6 months is good, 0.73 to 0.83. 10
Results
Change in CAPS from pretrial to posttreatment was the dependent treatment-outcome variable. For active treatment, compared with relaxation, CAPS change scores (mean, SD) were: 34.8, 22.8, compared with 13.2, 23.1. 7 Overall, higher SOS scores (better social support) were significantly associated with greater improvement in CAPS, r = 0.36, df = 75, P < 0.001.
The contribution of SOS to treatment outcome was next examined using hierarchical regression. No other predictor variables were included in the model as none were significantly associated with outcome in exploratory correlational analyses, all rs < 0.20, dfs = 75, Ps > 0.08. The regression analysis revealed that higher SOS scores, entered on Step 2, predicted better CAPS change, even after controlling for baseline CAPS and for the effect of active treatment (Rx type; coded as a dummy variable), both entered on step 1, DR2 = 0.09, b = 0.40, standard error of b = 0.12, P < 0.001. The SOS × Rx type interaction, entered on step 3, also accounted for significant additional variance in CAPS change, DR2 = 0.04, b = 0.47, standard error of b = 0.24, P < 0.05, indicating a significant moderating effect of SOS whereby greater SOS was significantly more predictive of better outcome with active treatment than with relaxation. The final model was significant, F = 9.85, df = 3,71, P < 0.001, accounting for 33% of the variance in CAPS change.
To examine this significant SOS × Rx type interaction in detail, we computed zero-order correlations between SOS scores and CAPS change separately for active treatment and for relaxation. The SOS did not predict outcome with relaxation, r = 0.14, df = 18, P = 0.57. For active treatment, however, higher SOS strongly predicted better outcome, r = 0.46, df = 55, P < 0.001, despite initial SOS having been similar across active treatment and relaxation (Table 1 ; t < 1). The SOS did not interact with type of active treatment (exposure therapy, cognitive restructuring, or exposure therapy and cognitive restructuring combined; all P values were greater than 0.28) in follow-up regression analyses.
Discussion
We examined whether, at trial entry, social support concerning the trauma, and other standard variables, predicted treatment outcome from pre-to posttreatment in an RCT of psychological treatments for chronic PTSD. 7 Only more social support (on the SOS) significantly predicted better symptom improvement on the CAPS, even when controlling for the effect of treatment type and of pretreatment symptoms on the CAPS. Social support predicted outcome better with cognitive restructuring and (or) exposure therapy than with relaxation. Indeed, in follow-up correlational analyses, SOS score did not relate significantly to outcome for relaxation, whereas for cognitive restructuring and (or) exposure therapy, the SOS related significantly and positively to outcome.
These data reveal that, although active treatment is efficacious overall for chronic PTSD, patients reporting relatively impoverished social support relating to their trauma receive relatively less immediate therapeutic benefit than those with higher levels of social support. Although many studies have found that social support strongly predicted the initial development of PTSD after the experience of trauma, 5, 6 this is the first to report that social support concerning the trauma also predicts subsequent improvement with psychological treatment of PTSD. This accords with findings that either living alone or being in a domestic relationship with a high degree of negative expressed emotion were associated with poorer outcome in a previous treatment trial of chronic PTSD. 2, 11 A potential limitation is that we assessed perceived social support according to self-report, rather than received social support measured through objective means. However, previous research has indicated that only perceived social support has been reliably linked to health outcomes 12 ; therefore, this is not a major concern.
One explanation for the role of social support in cognitive restructuring and (or) exposure therapy for PTSD might be that these psychological treatments make demands on patients regarding stress induced and homework required. 1 Good social support might help patients to meet these demands. 13 The current results therefore indicate that active facilitation of social support may be an important adjunct to psychological treatments for PTSD, and potentially to psychological treatments for other disorders where the intervention places the patient under significant emotional strain.
